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A 52-year-old postmenopausal multiparous woman (gravida 8, para 5, aborta 3) presented with a history of lower abdominal pain and distension for about 10 months. The patient's personal history revealed fatigue, loss of appetite, dyspnea and chronic constipation. She had no history of medical illness or surgical procedures. Her last menstrual period was 1 year back and she had no post-menopausal bleeding. But her history ofmenstruation was 7-8 days of the 21-day menstrual cycle. On the other hand, she had not received any hormone replacement therapy and she had no family history of malignancies. Her vital signs were all within normal limits. On physical examination, an abdominopelvic mass with a dullness on percussion -a solid mass was palpated. Abdominal tenderness was not present. Gynecologic examination revealed a large, mobile abdominopelvic mass with a normal external genitalia and uterine cervix. The results of routine laboratory testing including a completeblood count, serum electrolyte levels, tumor markers, tests of liver and renal function and Pap smear were normal except the hemoglobin level, which was 8 g/dl. Chronic anemia was considered because she had a history of heavy blood loss before menopause. 
Introduction
Uterine leiomyomas are the most common solid benign uterine neoplasms that arise from the overgrowth of smooth muscle and connective tissue in the uterus. It is estimated that 20-40% of women of reproductive age have uterine leiomyoma; the prevalence increases during the reproductive age and decreases after menopause [1, 2] .
Uterine leiomyomas have been classified according to their location: Submucosal, intramural, subserosal. While subserosal uterine leiomyomas are usually asymptomatic; intramural and submucosal uterine leiomyomas are symptomatic. The most common presenting symptoms of leiomyomas are menorrhagia, dysmenorrhea, subfertility, pelvic pain, dyspareunia and pressure symptoms from the bowel and bladder, e.g. constipation, frequency, chronic urinary tract infections [3, 4] . Clinical examination (medical history, abdominal palpation, speculum examination, bimanual palpation), utrasonographic examination, computed tomography scanning and magnetic resonance imaging are often to diagnose fibroids [5] .
In this case report, we aimed to present the surgical management of a postmenopausal patient with a large uterine leiomyoma and omental large dilated blood vessels.
Case Description
Written informed consent was obtained from the omental large dilated blood vessels measuring upto 5 mm in diameter (Figure 1a, Figure 1b and Figure 1c) . Preoperatively, uterine sarcoma was suspected. However, the mass was no fixed, there was no features suggestive of sarcoma (mixed echogenic and poor echogenic parts) ultrasonographically. Also, Magnetic Resonance Imaging findings had no necrosis, hemorrhage and irregular or ill-defined margins. A possible large leiomyoma was suspected and the patient underwent laparotomy. Two units of packed red blood cells were transfused preoperatively. A vertical, midline incision was made 1 cm below the umbilicus extending down to 2 cm above the pubic symphysis. At laparotomy, an enlarged intramural leiomyoma arising from uterus that filled the entire lower abdomen with omental large dilated blood ves- vertical incision of the abdominal wall may be planned for operation. According to the ACOG recommendation, oophorectomy should be considered at the time of hysterectomy in postmenopausal women [6] . Mülayim B [7] presented a case treated with a total abdominal hysterectomy with bilateral salpingo-oophorectomy due to a large uterine leiomyomas in a 48-year-old multiparous woman without complaints. In another case, Yavuz, et al. [8] reported a 47-year-old premenopausal woman with giant uterine leiomyoma weighing 9.8 kilograms. They performed laparotomy, total hysterectomy and bilateral salpingo-ooferectomy for this patient. Similar to these cases we reported a 52-year-old woman who presented with fatigue, loss of appetite, dyspnea and chronic constipation and investigations indicated a possible diagnosis of a large uterine leiomyoma with omental large dilated blood vessels. She was treated a total abdominal hysterectomy with bilateral salpingo-oophorectomy and she was discharged on the third postoperative day in excellent condition.
Large uterine leiomyomas with omental large dilated blood vessels are unusual cases. Careful perioperative management and multidisciplinary patient care are essential to prevent morbidity and mortality. sels was observed (Figure 2) . Peritoneal washing sample was collected. A total abdominal hysterectomy with bilateral salpingo-oophorectomy was performed. After obtaining hemostasis, a hemovac drain was packed into the pelvis to drain any blood for the first 24 hours postoperatively. The drain was removed on the first postoperative day, and she was discharged on the third postoperative day in excellent condition. Low molecular weight heparin (Clexane®, Aventis Intercontinental, France) was used for thromboprophylaxi. Ceftriaxone (Rocephine®, Roche) was applied 1 g twice a day. Gross pathologic examination revealed a 20 cm × 20 cm × 15 cm, 3600-g intramural, myomatous, cellular leiomyoma and bilateral ovaries and tubes were normal (Figure 3) . Peritoneal washing showed no malignant cells. Histologic signs of malignancy were not found. The final diagnosis was a intramural uterine leiomyoma with degenerative changes.
Discussion
Uterine fibroid tumors are the most common benign neoplasms of the female reproductive tract. Unfortunately, the clinical features of benign leiomyomas and uterine sarcomas are often similar. Uterine sarcomas are most commonly diagnosed histologically after resection of uterine tissue (myomectomy or hysterectomy). Ultrasonography is preferred for the initial evaluation, because it is the least invasive and cost-effective technical. Expectant management, surgical management, medical management or uterine artery embolization are used in the management of uterine fibroids. The choice of treatment depends on the patient's age, type and severity of symptoms, suspicion of malignancy, desire for future fertility and proximity to menopause. A surgical approach is most frequently preferred for management of large uterine leiomyomas. This case represents a successful surgical management of a postmenopausal patient with large uterine leiomyoma.
Many epidemiologic factors including repro ductive factors, age, race, heritage, sex hormones, obesity, lifestyle, environmental influences and infection were reported associated with the development of uterine fibroids [1] . The most common symptoms in uterine fibroids are pelvic pain, abnormal bleeding, and tumor bulk-related symptoms such as voiding problems, fatigue, loss of appetite, dyspnea and chronic constipation, On the other hand, patients may have no symptoms. Indications surgical treatment of uterine leiomyomas are the following: Menorrhagia not responding to medical therapy, suspicion of malignancy, unexplained infertility, fibroids growing after menopause, the presence of symptoms that have a negative effect on daily life [3] . Myomectomy or hysterectomy may be done according to the woman's choice, and her desire for future child bearing in premenopausal women. In post-menopausal women with symptomatic fibroids, hysterectomy rather than myomectomy is preferred due to the risk of malignant changes in the fibroids. Transverse or
